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The growing number of old people with 
mental and nervous infirmities constitutes a 
challenging medical and social problem. The 
prevention and treatment of the effects on 
the brain of old age, arteriosclerosis, and hy- 
prtension has proven to be difficult. Too 
frequently, unfulfilled hopes are raised by 
uncontrolled experiments. 


Hydergine is a mixture of equal parts of 
three hydrogenated ergot alkaloids, dihydro- 
ergocornine, dihydroergocristine, and dihy- 
droergokriptine. The drug is available in 
sublingual tablets containing 0.5 mg, of the 
alkaloid mixture or ampoules containing 0.1 
mg. of the methanesulfonate of each of the 
three alkaloids. Animal experiments abroad 
have shown that the intravenous injection 
of hydergine produces no decrease in cere- 
bral blood flow despite a reduction in sys- 
temic blood pressure.’ Histlogic examination 
of brain slices of cats showed that 0.1/k of 
hydergine intravenously produced a cerebral 
hyperemia.* The cerebral vascular resistance 
of normal persons was found not to be influ- 
enced by dihydroergotamine. In hyperten- 
sive patients, the cerebral vascular resistance 
was reduced by 0.3-0.5 mg. of dihydroergo- 
cornine intramuscularly.° 











Clinical reports have been made of im- 
jf Provement produced by hydergine in patients 
With cerebral thromboangiitis obliterans,’ 





From Veterans Administration Hospital and Stan- 
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Combined Hydrogenated Alkaloids of Ergot in Mental 
and Nervous Disorders Associated With Old Age 


LEO E. HOLLISTER, M.D. 
Palo Alto, Calif. 


apoplexy due to various causes,’ and hyper- 
tensive headaches.® 4.1 uncontrolled study of 
ambulatory geriatric patients reveaied a 
high incidence of subjective improvement in 
250 patients treated with hydergine.’ The 
present study was undertaken to determine 
the effects of hydergine in patients hospital- 
ized with psychoses associated with old age. 
A blind technique was used in which neither 
the patient nor the physician knew whether 
active medication or placebo was being 
given. 


Method of Study 

Twenty-eight hospitalized patients were 
selected for this study. All but one were 
men. The age of the patients ranged from 
56 to 83 years; the median age was 66 years. 
Psychiatric diagnoses were distributed as 
noted in Table I. 

On the basis of chance selection, patients 
received either hydergine or identical placebo 
tablets. Until the study was completed and 
the evaluations had been made, only the 
pharmacist knew which patients received ac- 
tive medication. The dosage schedule was 
as follows: during the first 30 days, patients 
were given two tablets (1 mg.) sublingually 
four times daily; during the next 15 days, 
two tablets three times daily; during the 
last 15 days of the trial, two tablets twice 
daily. A careful clinical assessment of each 
patient’s mental and physical status was 
made before and immediately after the 
study. The Hospital Adjustment Scale* was 
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TABLE I 


Results of Double-Blind Study of Hydergine in 26 Patients with Psychoses 
Associated with Old Age 


CBS*, Cerebral Arteriosclerosis 


CBS, Senile/presenile brain dis. .....................cccccccsssseseees 


CBS, Arterial Hypertension 
Involutional Psychotic Reaction 
Schizophrenic Reaction 

CBS, CNS Syphilis 

CBS, Alcohol Intox. (Korsakoff ) 


*CBS—Chronic brain syndrome. 
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also used for the evaluation of behavioral 
changes. Blood pressure records were made 
by the nursing staff, but the readings were 
not reported to the evaluating physicians. 
Two patients were dropped from the study 
because of persistent refusal to take the med- 
ication. No patient became ill during the 
study. 


Results of Study 

Two patients showed clinical improvement 
that was unequivocal, Three patients showed 
equivocal improvement in behavior. Both of 
the unequivocally improved patients and two 
of the three equivocally improved patients 
had received hydergine. One patient became 
worse during treatment. He received the 
placebo medication. 

Scores on the Hospital Adjustment Scale 
were increased by more than 20 points or 
more than 100% in four patients who were 
not judged clinically to have improved. All 
these patients had received hydergine. Scores 
were reduced to a like degree in three pa- 
tients, two of whom received placebos. The 
remaining patients, including one of the pa- 
tients whose clinical improvement was un- 
equivocal, showed no significant changes in 
score. 

Using as a criterion either the clinical 
evaluation of the patient or a significant 
change in score on the Hospital Adjustment 
Scale, 8 of the 13 patients who received hyd- 
ergine improved. On the other hand, only 
one of 13 patients who received placebos im- 
proved, Except in the two patients who 
showed unequivocal clinical improvement, 
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the changes in the other patients were no 
of any practical importance. Neither th 
need of these patients for hospitalization no, 
the burden of caring for them was decrease, 

Both of the patients whose improvement 
was noteworthy suffered from hypertensiy 
brain disease. One patient, aged 63, haj 
known hypertension (190/110) for five year 
following a stroke which produced a lef 
hemiparesis. Cardiac enlargement was pre. 
ent, confirmed by x-ray and electrocardio. 
graphic examinations. He was not in heart 
failure and had no renal involvement. The 
other patient, aged 58, had hypertension 
(220/120) of at least 11 years duration. He 
had marked cardiac enlargement with cor- 
firmatory x-ray and electrocardiographic ab. 
normalities. He had been in congestive heart 
failure for 8 years. Two attacks of acute 
pulmonary edema had occurred in the past 
year, His renal function was normal. Thes 
two patients were the only ones in the stut- 
ied group whose cerebral disease could k 
attributed to hypertension. 


Significant improvement was produced by 
hydergine in these two patients with chronit 
brain syndromes due to hypertension. The 
mental state of both patients was improved. 
The first patient, who was ordinarily irr 
table, disinterested, and moderately cot- 
fused, became alert, sociable, and uncom 
plaining during the period of treatment. His 
hemiparesis did not change, but his blool 
pressure dropped to 150/90. The second pt 
tient, prior to treatment, had many paranoil 
delusions concerning his wife and other rele 
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tives. He accused the ward personnel and 

tients of calling him a communist. After 
treatment began, he became friendly to per- 
sonnel and no longer had altercations with 

tients. His delusions and ideas of refer- 
ence decreased. He accepted his family read- 
ily, allowing them to take him for drives for 
the first time since hospitalization, During 
treatment, his blood pressure fell to 150/100 
and his heart failure remained well con- 


trolled. 

None of the patients experienced any ad- 
verse effects from the medication. The blood 
pressure decreased slightly in most of the 
atients who received hydergine, but in none 
did it fall to below physiologic limits. A ma- 
jor problem in using this drug in these pa- 
tients was to assure the sublingual adminis- 
tration of the tablets. Although earnest 
attempts were made to do that, it is likely 
that these attempts were not always success- 
ful. 

After the completion of the double-blind 
study, further trials with this drug were 
made in patients with chronic brain syn- 
dromes. No effect was noted from treatment 
with hydergine of long-standing hemiplegias, 
whether on the basis of hypertension, athe- 
rosclerosis, or trauma. However, striking re- 
sults were obtained in two patients with 
acute brain syndromes. The cases will be 
briefly reported. 
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Case Histories 


Case 1. R.K. This 66 year old man had hyper- 
tension of several years duration. Four months be- 
fore entry he had a hypertensive crisis from which 
he slowly recovered. On 11-20-54, he had the sud- 
den onset of severe headache, vomiting, vertigo, 
collapse, and unconsciousness. Blood pressure was 
230/120. He was semicomatose with these abnor- 
mal neurologic signs: moderate neck rigidity, gen- 
eralized increase in deep tendon reflexes, a marked 
Hoffman sign and plantar extensor response on the 
right, and a positive snout reflex. Blood urea nitro- 
gen was elevated to 53 mg. per 100 ml. Urine 
showed 4 plus albumin. Electrocardiogram showed 
pattern of left ventricular hypertrophy. The spi- 
nal fluid was contaminated by a bloody tap. He 
remained stuporous for eleven days, by which time 
he appeared to be moribund. On 12-1-54, 1 cc. of 
hydergine solution was administered subcutaneously 
three times daily and continued each day until 
12-9-54. On 12-2-54, he became more alert, and the 
blood urea nitrogen had fallen to 38 mg. per 100 
ml. By 12-7-54, he was alert and conversant. The 
only abnormal neurologic signs which remained were 
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slight confusion and a positive right Hoffman sign. 
The dose of hydergine was reduced to 1 cc of so- 
lution twice daily from 12-9-54 until 12-13-54, when 
this medication was stopped. By 12-16-54 his blood 
urea nitrogen had fallen to 20 mg. per 100 ml. His 
improvement continued thenceforth and he was soon 
ready for release from the hospital. 


Case 2. H.G. This 60 year old man had been hos- 
pitalized for 44 years because of a schizophrenic re- 
action. On 2-20-53 he had a posterior myocardial 
infarction from which he recovered uneventfully. 
Blood pressure usually stayed around 160/95. On 
1-16-55, he developed the sudden onset of left hemi- 
paresis, presumably due to cerebral embolus or 
thrombosis. Abnormal neurologic signs were a left 
central facial palsy, complete palsy of the left ex- 
tremities with decreased muscle tone, increased 
deep tendon reflexes on the left, a positive Hoffman 
sign on the left, and a left plantar extensor re- 
sponse. Hydergine was not started until 12-24 hours 
after the onset of the stroke. Subcutaneous admin- 
istration of 1 cc of the solution three times daily 
was started on 1-17-55. The following day, the pa- 
tient was walking and using the left arm freely. 
On 1-19-55, he appeared to be fully recovered except 
for slight weakness of the left lower extremity. 
Hydergine was discontinued on 1-21-55 and the pa- 
tient was allowed to resume his normal activity. 


Comment 


The results obtained from the double- 
blind study might be interpreted as showing 
hydergine to be effective in 8 of 13 patients 
with psychoses associated with old age. Ex- 
cept for two patients, the improvement noted 
in the other patients was considered to be 
equivocal. Thus, this study does not indi- 
cate a use for hydergine in most of the psy- 
choses associated with old age. In patients 
less severely ill, it is possible that more fa- 
vorable results might have been obtained. 


Improvement of significant degree was 
noted in two patients with chronic brain syn- 
dromes due to hypertension. While the im- 
provement was limited to behavioral changes, 
it was of practical importance in the man- 
agement of these patients. 

Patients with hypertensive brain disease 
are precisely the ones who might be ex- 
pected to benefit from use of a drug which 
lowers blood pressure and vascular resis- 
tance in the cerebral vessels. Such benefit 
can be obtained, it appears, even when the 
hypertensive brain disease is of long dura- 
tion. There was no reversal of established 
neurologic disability in these patients. 


The result obtained from use of hydergine 
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in a single patient with an acute brain syn- 
drome due to hypertension was regarded as 
possibly life-saving. Similar brilliant re- 
sults had been reorted by Tandowsky in 22 
patients with acute cerebral complications of 
hypertension who were treated with hyder- 
gine.* The rationale for the use of this drug 
in these conditions is obvious. A theoretical 
danger from the use of hydergine exists in 
patients with intracerebral or subarachnoid 
hemorrhage. An accurate diagnosis of the 
cerebral disorder should precede treatment. 


The complete relief of a left hemiparesis 
due to acute occlusive cerebral vascular dis- 
ease was certainly as dramatic as any that 
has been reported from the use of cervical 
sympathetic blocks. Obviously no conclu- 
sion can be drawn from a single case. How- 
ever, hydergine appears to produce results 
entirely comparable to those produced by 
cervical sympathetic block and with consid- 
erably less difficulty. Its use would appear 
to be indicated in any recent stroke not due 
to hemorrhage. 


Hydergine did not cause any striking ame- 
lioration in the mental or nervous symptoms 
of chronic brain syndromes due to senile, 
arteriosclerotic, or traumatic brain disease. 
A similar finding has been reported by oth- 
ers.*° It does not seem reasonable to expect 
an alteration of cerebral vascular tone to 
reverse the vascular changes of atheroscle- 
rosis or restore damaged central nervous 
system tissue to normal function, Numerous 
drugs with an action on cerebral vascular 
tone have been tried and found wanting in 
the treatment of arteriosclerotic or senile 
brain disease. Hope should be kept within 
the bounds of reason. 


Summary 


A study of hydergine using the double- 
blind technique was made in 26 patients with 
psychoses associated with old age. Unequiv- 
ocal improvement was noted in two patients 
with chronic brain syndromes due to hyper- 
tension who were treated with hydergine. 
Equivocal improvement was noted in 6 other 
patients of 13 who received hydergine and 
in 1 patient of 13 treated with placebos. 

The improvement in the patients with 
chronic hyertensive brain disease was lim- 
ited to mental and behavioral changes. It 
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was characterized by decreased irritability 
and confusion, diminished delusions and 
ideas of reference, and increased Sociability 
Hydergine seems to be of value in the treat. 
ment of mental disorders associated with 
chronic hypertension. 


Hydergine was subsequently found to be 
of considerable value in the treatment of a 
patient with an acute brain syndrome due ty 
hypertension and in a patient with an acute 
cerebral vascular accident. In the latter pa- 
tient, hemiplegia was nearly completely re. 
lieved, the result being comparable to the 
best results obtained from the use of cervica] 
sympathetic block, Hydergine would appear 
to be indicated in these conditions, if hemor. 
rhage is first ruled out. 





Authors Note: The material for this study- was 
generously furnished by Sandoz Pharmaceuticals, 
Hanover, N. J. 
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Family Influences in the Treatment of Mentally-IIl 


Patients at Home 


NEWMAN COHEN, M.D., and Davip D. CLANCy, M.S. 
Boston, Massachusetts 


The belief that treatment of mental illness 
requires a hospital setting is no longer uni- 
versally accepted. Today many mentally-ill 
patients receive various types of treatment 
including electro-shock in offices of psychia- 
tric practitioners and out-patient depart- 
ments. In the future it is believed there will 
be an increasing trend to carry treatment 
into the homes of patients. Favorable re- 
sults with the insulin sub-coma method in 
the patient’s home have already been re- 
ported.’” An additional report of clinical re- 
sults is now in preparation. In this article 
an attempt will be made to establish a basis 
for the selection of patients for this therapy, 
and the value of family influences in home 
treatment will be considered. 

Although in medicine as in other sciences 
much progress has been made in research 
laboratories under carefully controlled exper- 
imental conditions, not infrequently has the 
introduction of a supposedly incidental vari- 
able or a casual clinical observation by one 
in the field proven of significance. The em- 
pirical observation that epileptics became 
psychotic with less frequency than non-epi- 
leptics led to work with induced convulsion 
and the use of electroshock as an accepted 
therapeutic approach today. 


The medical author using the insulin sub- 
coma method of treatment followed a con- 
ventional and established approach. In in- 
troducing this treatment in the patient’s 
home, however, an innovation was made. 
Since the rate of sustained recovery by treat- 
ment in the home with insulin sub-coma com- 
pares favorably to the results reported out- 
side the home, it is felt that the uniqueness 
of this approach merits further discussion. 

In a previous article’ the advantages and 
disadvantages of insulin sub-coma treatment 
in the patient’s home were set forth both in 
terms of the therapeutic agent per se—sub- 





From Boston State Hospital and Veterans Ad- 
ministration. 


coma insulin—and factors inherent in the 
home setting. 


In determining if this treatment is indi- 
cated, certain attributes of the patient must 
be assessed. The psychiatrist must establish 
that the patient is not a potential threat ei- 
ther to himself or to society, and that he is 
not too disturbed or abnormal to render 
home management possible. It must be de- 
termined that the patient’s resistances can 
be worked through to a point where he is 
amenable to treatment, and the patient must 
be accessible, cooperative and capable of fol- 
lowing directions. This will depend upon 
the skill of the therapist, The ego-strength 
and intelligence level of the patient, the pre- 
morbid adjustment level and the duration of 
the illness, are all prognostic factors. 


In some cases it may be necessary to defer 
home treatment until after a period of pre- 
liminary hospital treatment. In some situa- 
tions where tensions between the patient and 
members of his family may be intolerable, 
such patients may require a period of sepa- 
ration from the home until these tensions 
have subsided. With the exception of ex- 
treme cases, however, the therapist may be 
able to deal effectively with intra-family ten- 
sions. 


In home treatment we must consider the 
family as carefully as the patient, and must 
regard its characteristics, attributes, degree 
of maturity and its capacity for assuming 
responsibility, as an adjunctive therapeutic 
agent. We seek to harness primarily the 
interest, warmth and support of his ego-in- 
volved family and stimulate it to participate 
in the healing of its member. We must con- 
sider also how these therapeutic potentiali- 
ties if weak or missing may be reinforced 
or engendered, that they may serve as a 
continuing source of help to the patient dur- 
ing treatment, convalescence and thereafter. 
The recognition of the family is an added 
challenge to the psychiatrist, for his role is 
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central in theworking through of patient and 
family attitudes. He has the added anxiety 
and concerns of the family to deal with and 
must assist in allaying them. He must serve 
as a Catalytic agent and facilitate the trans- 
fusion of the strengths of the family to its 
stricken member, 


In this therapeutic approach all the chang- 
ing is not confined to the patient, for there 
is a dynamic interaction between the patient 
and his family and if the patient has hostility 
for his family, this problem may be more 
easily understood and more permanently 
worked out in its natural setting. If hostility 
is directed by the family to the patient, the 
latter’s removal to a hospital will merely in- 
terrupt it, whereas his remaining at home in- 
creases the likelihood that it may be more 
suitably expressed, and worked through. If 
the patient has needs unsatisfied by his 
family, they must learn to recognize and 
meet them. If these needs are met tempo- 
rarily in a hospital, without the family ac- 
quiring the capacity to meet them, the pa- 
tient will return home to an environment not 
suited psychologically to receive him, and 
he may again seek escape and refuge in a 
hospital. If the family has unsatisfied needs, 
the patient too must learn to meet them in 
the home. If these needs are worked out 
during the patient’s absence, his re-entry into 
the home may be resented as an intrusion 
and serve to disrupt the temporary emotional 
balance attained while he was away. A fam- 
ily must achieve harmony as a unit, similar 
to an orchestra, and each member must learn 
to modulate his behavior in relation to all the 
others. It is not enough that a hospital com- 
munity accept an individual, for it is far 
more important that his family accommodate 
to him. The psychiatrist’s confidence in, and 
respect for, the family, constantly alerts it 
to the avoidance of frictions and by trying 
to live up to what is expected of it, new 
healthy patterns of behavior may evolve. The 
patient at home maintains a sense of respon- 
sibility for his own behavior, a feeling of 
exerting inner controls over himself, and re- 
tains his self-esteem through an awareness 
that people really care, These are extremely 
important factors in the recovery process. 
Upon entering a mental hospital a patient 
stated, “I felt very much alone and sort of 
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not cared for by my family. Therefore I 
just didn’t care.” 

The concept of good adjustment becomes 
functional only when it is defined in relatio, 
to the family with which the patient mug 
live. The timid man can win a Pay raise 
only when he musters up courage to speak to 
his employer. The reluctant orator gains 
self-confidence, not in fearful anticipatory 
soliloquies, but in speaking before groups, 
Similarly, a patient is truly restored when he 
can withstand the various forces exerted on 
him, not in a protective hospital setting, byt 
in his own home. The therapist must cop. 
stantly direct his goal toward helping the 
patient and his family recognize and infly. 
ence these forces. 

By remaining with his family a patient's 
gradual redefinition of role may be effected, 
whereas if away, the role which may have 
been a contributory factor to the illness re. 
mains intact. When a patient is hospitalized, 
he relinquishes his role for a new one, be. 
comes the child, and achieves adjustment in 
this fictive role. When treated at home the 
integrity of his role is preserved—he may he 
sick, but he is still the father. He partici- 
pates in or is present during all decisions, 
protecting his role or redefining it. 

Under psychiatric guidance healthy changes 
may be introduced into the patient’s home 
during his period of separation. These 
changes may conform to the patient’s needs, 
but since they are not naturally evolved, 
they may involve artificial behavior that may 
be resented by family members as an intrv- 
sion on their rights to be themselves. Like. 
wise from the patient’s viewpoint, since these 
are changes he played no part in creating, 
he may regard them as another concession 
to his weakness, one more sign of his inade- 
quacy and another barrier to his unity with 
his family. The therapist in home treat- 
ment does not seek to have family members 
assume uncomfortable ill-fitting roles, but 
to facilitate the acquisition of more mutually 
satisfactory roles by making each member 
more aware of his position in the family 
constellation and more conscious of his re 
sponsibility to the family. 

Where the patient does not leave the home, 
there are no problems of his reacceptance as 
a well member. Many hospital doctors are 
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familiar with the problems of patients in re- 
mission, whose families are reluctant to take 
them home because of some minor conditions 
ghich they regard as proof that a patient is 
not well. Readjustment problems for the 

tient are minimized in home treatment 
where feelings of guilt, unworthiness and 
concern over what people may think or say 
about him are not so intense. A released 
mental hospital patient interviewed after a 
year, stated: ‘‘After I left the hospital, I felt 
very different from others, I felt that they 
were somehow better than me because they 
had never been in a place like that.” The 

tient treated at home does not wonder how 
his family and friends will receive him, for 
he feels the increasing acceptance which par- 
allels his recovery. 

Home treatment similarly averts problems 
of readjustment for the family, for it has 
also undergone concurrent changes render- 
ing it more resonant with the patient. Where 
one man on a military drill team is ‘“con- 
sistently out of step,” it may be that his 
physical equipment prevents his acquiring 
the gait or stride possessed by the other 
members and the entire team may have to 
alter its stride so as to bring this member 
into step. Similarly, in home treatment, a 
reorganization of the family configuration 
may be necessary to enable the patient to 
really belong. With unrealistic demands on 
him eliminated the patient becomes better 
adjusted relationally, and the family as a 
unit achieves a greater degree of harmony, 
empathy and intra-family cohesiveness. If 
we consider society as an extension of the 
family, the patient attains a greater capacity 
for societal adjustment in the process. 

A long separation of patient from his fam- 
ily may lead to emotional insecurity and de- 








spite medical assurance may be equated with 
great anxiety about his return. When the 
patient remains at home, the family’s con- 
cerns about him are marked early in his ill- 
ness, and as he improves, the family gains 
confidence and subsequently accepts the well 
member without the reservation, caution or 
anxiety which might contagiously hinder the 
patient’s progress. The psychiatrist aids the 
family with its initial: anxiety, and then tries 
to keep it realistically oriented as to the pa- 
tient’s progress, The everyday contact of a 
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family with a patient behaviorally demon- 
strating improvement, appears to be a most 
effective method of dissolving feelings of in- 
security. 

When a patient undergoes prolonged hos- 
pitalization, the family visits often diminish 
in frequency and duration. Perhaps this is 
due to the social stigma which the popular 
mind unfortunately still attaches to hospital- 
ization; or the painful awareness of loss and 
injury that each visit causes the family. In 
any event, the support of the family often 
wanes and the patient not infrequently loses 
his identity with it. 

Perhaps adversity brings people closer to- 
gether, for no army outfit feels the unity be- 
fore battle that it does after it has faced 
fire and withstood it. In a town stricken by 
a hurricane, a closeness is experienced by its 
members rarely possible without it. Like- 
wise, in the process of home treatment, ad- 
versity brings family members into greater 
proximity, a healthy unity is created and a 
feeling ‘‘we can meet emergencies” may be 
acquired. 


Summary 


Many mentally-ill patients may enjoy the 
benefits of home treatment. The advantages 
of this therapeutic approach have a practi- 
cal, psychological and social significance. 


Treatment at home spares the patient the 
atmosphere of a hospital with its locked 
doors and barred windows and fosters a 
more bracing environment and positive at- 
mosphere, 


The patient can carry on gainful employ- 
ment while under treatment and maintains 
a relatively normal mode of existence. 


The approach of stressing the aspects of 
normalcy in the patient has a salutary effect. 
It is wise to create an emotional climate of 
health and strength, for the home treatment 
plan opens up possibilities for utilizing the 
family influences in the recovery process. 

The period of readjustment usually neces- 
sary for both the patient and his family fol- 
lowing hospitalization and the emotional dis- 
turbances associated with the readjustment 
period are eliminated. 

We have stressed the criteria for selection 
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of this therapeutic approach and the family 
influences in the restoration process. In at- 
tempting to provide an answer to the ques- 
tion as to what seems to make it work, we 
have laid particular emphasis on the impor- 
tant dynamic interaction between the patient 
and his family in the treatment program. 

In view of our continued favorable results 
and the advantages in this approach, we sug- 
gest that this method of therapy be incorpo- 
rated in the armamentarium of the psychia- 
trist. 


Acknowledgment: We are indebted to Dr, Walter 
E. Barton, Superintendent, Boston State Hospital 
for his kind assistance in reviewing this Manuscript, 
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“THERAPY: A Proposed Objective Evaluation” 


P, O. O’REILLY, M.B., B.CH. 
North Battleford, Saskatchewan, Canada 


The problem of objective evaluation of 
therapy has presented and still presents an 
obstacle to the psychiatric and allied pro- 
fessions. Kubie’ feels that ‘an objective 
evaluation of the psychotherapeutic process 
to be the most urgent challenge which con- 
fronts the psychiatrist.” In the evaluation 
of therapeutic results we have three meth- 
ods of approach to the problem: 


(1) The psychiatric evaluation of the response to 
therapy. 

(2) The physiological response to therapy. 

(3) The psychological response as measured by 
psychological testing. 


Taking the first line of approach we find 
psychiatrists as a whole have various frames 
of reference and the criteria for estimating 
responses to therapy vary greatly and are 
therefore inadequate at the present time in 
dealing with the problem. No matter how 
objective one tries to be, an emotional in- 
volvement always exists which colors our 
approach. The criteria for improvement 
vary from region to region and the use of 
such terms as “improved,” “somewhat im- 
proved” and “unimproved,” covers such a 
wide range that this approach is not satis- 
factory. 


The use of the physiological response of 
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the individual both as a prognosticator and 
as an objective evaluator of therapeutic re. 
sponse appears to be a fruitful one. While 
this approach may be said to be in its ip. 
fancy, the work of Funkenstein et al.’ points 
to the tremendous possibilities in this field, 

In our last method of approach various 
studies have been carried out in an attempt 
to evaluate the therapeutic response using a 
variety of psychological tests before and 
after treatment. Since this paper concerns 
itself with the use of a modified Rorschach 
Technique, reference will be made briefly 
only to those studies using the Rorschach 
test as an evaluator of therapy, Taking a 
composite picture of the field the results are 
unsatisfactory. One may refer to the work 
of Haimowitz,* Mosak,® Tucker,’* Carr} 


Muench,’ and Piotrowski and Schneider." | 


The main drawback in these studies appears 
to be the differences in the specification of 
Rorschach signs of adjustment. A compara- 
tive study by Peterson’ of the Rorschach 
scoring used in the above studies showed 
that ‘the hypothesis that Rorschach signs of 
adjustment which incorporate greater quali- 
tative specification will correlate to a higher 
degree with an independent measure of suc: 
cess in therapy than will more quantitative 
methods, is not supported by the results of 
this study.” In the above studies psycho 
therapy was the therapeutic tool. The use 
of Rorschach before and after E.C.T. like 
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wise showed inconclusive results as evi- 
denced by the studies of Holzberg et al.* and 


Oppenheim et al.* 


The Problem 
The problem where the Rorschach is con- 


cerned is (a) whether it is possible to adapt 
the test to an objective method of scoring, 
giving an index of Neuroticism, or normalcy, 
or psychoticism, (b) whether it is possible 
using the indices of Neuroticism and psy- 
choticism to estimate the therapeutic re- 
sponse of the individual to various therapies 


with clinical assessment, and (c) the deter- 
mination of the correlation between physio- 


logical response and the above indices before 


and after treatment. 


by changes in his scored index as correlated 


Case 


TABLE I 


Post Treatment 
Clinical Assess- 


Pre Treat- 


The writer proposes to deal briefly with a 
suggested method of dealing with the first 
aspect of the problem. The main purpose 
of this paper is to investigate the effect of 
therapies on the indices and to determine the 
correlation between indices and clinical as- 
sessment of change. The third aspect of the 
problem is at present under investigation and ° 
will be the basis of a further paper. 


Post Treat- 














No. Diagnosis Treatment ment ment Score ment Score 
1 Schizophrenia Insulin Improved 53 35 
2 Schizophrenia Insulin Improved 39 29 
3 Schizophrenia Insulin Improved 49 34 
4 Schizophrenia Insulin Improved 37 33 
5 Schizophrenia Insulin Improved 60 30 
6 Schizophrenia Psychotherapy Improved 43 35 
12 Schizophrenia Insulin Improved 41 36 
14 Schizophrenia Insulin Improved 39 34 
15 Schizophrenia Insulin Improved 37 33 
16 Schizophrenia Insulin Improved 44 38 
17 Schizophrenia Insulin Improved 45 30 
19 Schizophrenia E.C.T. Improved 37 34 
20 Schizophrenia E.C.T. Improved 39 35 
21 Schizophrenia Spontaneous Recovery Improved 48 31 
24 Schizophrenia Largactil Improved 37 32 
33 Schizophrenia Insulin Improved 37 34 
40 Schizophrenia Insulin Improved 44 45 
7 Schizophrenia Insulin Not improved 37 41 
8 Schizophrenia Insulin Not improved 37 40 
uel Schizophrenia Insulin Not improved 53 53 
13 Schizophrenia Insulin Not improved 37 40 
18 Schizophrenia E.C.T. Not improved 59 60 
22 Schizophrenia Largactil Not improved 40 40 
23 Schizophrenia E.C.T. Not improved 42 46 
25 Schizophrenia Insulin Not improved 33 37 
26 Schibophrenia Insulin Not improved 37 37 
27 Schizophrenia E.C.T. Not improved 37 46 
28 Schizophrenia Insulin Not improved 41 48 
30 Schizophrenia E.C.T. Not improved 41 43 
31 Schizophrenia Insulin Not improved 39 47 
32 Schizophrenia E.C.T. Not improved 39 41 
37 Schizophrenia E.C:T. Not improved 47 47 
38 Schizophrenia Insulin Not improved 37 37 
9 Neurotic Psychotherapy Improved 37 29 
10 Neurotic Psychotherapy Improved 36 30 
29 Neurotic Depres- E.C.T. Improved 36 35 
sive Reaction 
34 Neurotic Subcoma Insulin Improved 34 33 
35 Neurotic Psychotherapy Not improved 38 38 
36 Neurotic Psychotherapy Not improved 36 36 
39 Neurotic Psychotherapy Not improved 33 33 
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Psychological Testing: 


The psychological measure used in this 
study was the objective Rorschach which 
was designed in a previous experimental re- 
Search study and reported upon.’ The test 
consists of presenting the individual to be 
tested with the Rorschach cards and an ac- 
companying sheet on which there are 12 
answers to each card. Each 12 answers 
consists of four normal, four neurotic and 
four psychotic responses. The testee is given 
the following instructions, ‘You are going 
to be shown a set of 10 cards with designs 
on them. For each card on this sheet of 
paper there are 12 answers. Read the listed 
answers and choose if possible, two answers 
which you think best describes the card and 
place a tack mark in the brackets, How- 
ever, if you cannot see any of these answers, 
there is no necessity to mark any.” 


Scoring Technique 


A psychotic choice is arbitrarily scored 3. 

A neurotic choice is arbitrarily scored 2. 

A normal choice is arbitrarily scored 1. 

No response (rejection) is arbitrarily 
scored 3. 

Based on the above scoring, a total score 
is obtained by adding the scored responses 
when the patient has completed the test. The 
score obtained by this method gives the pa- 
tient’s index of neuroticism or psychoticism. 
This research study consisted of administer- 
ing this test to patients before and after a 
variety of therapeutic measures. 


Selection of Sample 

The sample of patients tested consists of 
consecutive admissions to the Saskatchewan 
Hospital, North Battleford. 

Psychiatric assessment of the patient was 
carried out before and after the treatment 
in three ways (a) by the psychiatrist in 
' charge of the case (b) by psychiatrist in 
charge of the therapy (c) by a clinical con- 
ference under the direction of the Superin- 
tendent and Clinical Director, 


Criteria for Improvement 


Psychotics: Loss of hallucinations and de- 
lusions. Increased sociability and adapt- 
ability. Appropriateness of emotional 
responses. 
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Neurotics: Decrease of tension and any. 
iety. Removal of overlying depressive 
features if present. Awareness of prob. 
lematic areas. Better interpersonal re. 
lationship and adaptability. Emotiona 
stability. 


The following tables indicate the results 
obtained. 


TABLE II 
| Psychotic | Neurotic | Total l 
2. cS «ae 
or = 9 B35 a 
+ S5 SEs om t 
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sie 2s fa Oo ! Bo, 
i<5 Og G0Z Of HF og EE 
ms bs SoS 55 din oe 
mS ae "Re 4 5s 3 of 
Improved 16 1 4 0 20 1 
Not improved 0 16 0 3 0 19 
X2 29.2(P<.01) 7.0(P<.01) 30(P<.01) 
Discussion 


A perusal of the above figures shows the 
following features, 

(a) In psychotics where clinical assess- 
ment indicates definite improvement there 
has been in the majority of cases a shift of 
the Objective Rorschach score from Psychot- 
icism towards “normality.” After treatment 
the majority of the cases who improved 
score in the neurotic range indicating prob- 
ably an adjustment on a neurotic level. 

(b) Where improvement did not occur we 
find little or no change in the score or a 
shift to higher Psychoticism. 

(c) Where the original pathological syn- 
drome has become exacerbated the score 
shifts towards high psychoticism. 

(d) In the neurotics tested we find that 
the shift is towards normality range if im- 
proved. 


Response to Treatment 

This method of testing has also been used 
as an evaluation of the response of the pa- 
tient to therapy. In cases tested as the pa- 
tient improves his/her score decreases. The 
following case study is used as an illustra- 
tion. 


Case Presentation 

A 31 year old housewife was admitted to the 
hospital on May 11th, 1954. This was her sixth 
hospitalization. Her previous diagnosis was Schiz0- 
phrenia Undifferentiated. 
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The patient had ideas of reference and feelings of 
ynreality. She showed incongruity of affect with 
pressure of speech. She complained of amnesia 
and that she had lost interest in everything. 

Diagnosis: Schizophrenia, Undifferentiated Type. 
Objective Rorschach Score was 53. 

The patient was placed on Insulin Coma Therapy. 
Following 20 comas the following clinical picture 





was present. 
Patient’s ideas of reference and of unreality were 


not now evident. She still displayed disharmony 
of mood and thought. She displayed instability of 
mood as shown by outbursts of purposeless activity. 
However, she was adjusting better to ward activi- 
ties and taking more interest in her surroundings. 
Objective Rorschach Score was 41. 

Following 48 comas the patient displayed no psy- 
chotic features. She mixed well on the ward and 
participated in all social activities. She no longer 
had her outbursts of purposeless activity. Patient 
was now considered improved and fit for discharge. 

Objective Rorschach Score was 34. 


Summary 


The Objective Rorschach was adminis- 
tered to 40 patients before and after a va- 
riety of therapeutic methods as a research 
study. Except in one case improvement par- 
alleled a decrease in the neurotic and psy- 
chotic indices towards the normal end of the 
scale, Non-improvement was associated with 
no change or increase in the indices of neu- 
roticism and psychoticism. This study shows 
the Objective Rorschach to be of value in 
determining the response to treatment. 
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Psychiatric Chronolog 


(A Systematic Technique for Promoting Insight in Psychotherapy) 


EMANUEL MESSINGER, M.D. 
New York, New York 


In a previous communication a plan for 
accelerating, augmenting and expanding ad- 
vantageously the process of analytic psycho- 
therapy was described. To recapitulate 
briefly, a method of auto-elaboration was de- 
scribed consisting of the therapist making 
verbatim notes of the patient’s productions 
in a routine “free association” interview. 
After a suitable interval these notes are re- 
turned to the patient for transcribing in the 
form of a permanent record. While he is 
copying the notes he is told to add to or elab- 
orate on them with as much new association 
material as readily comes to mind. We thus 
will have worked out a complete ‘‘psychoau- 
tobiography.” During the process, emotional 
release and desensitization is fostered by re- 
peated readings of the associated and elab- 
orated material. 


This technique subserves the functions of 
ventilation, suggestion, release of repression, 
and prevention of re-repression, abreaction, 
confession, and accession of insight. Illus- 
trations were given of its operation in pro- 
moting each of these functions. 


Three additional years of working with 
auto-elaboration have led to the development 
of a system for organizing the recorded and 
associational material which offers addi- 
tional therapeutic benefits, particularly from 
the standpoint of promoting insight. In the 
course of psychotherapy with auto-elabora- 
tion the patient will, after a few months, 
have accumulated a large store of written 
notes on his productions, The extent of 
these notes will, of course, vary according to 
the productivity and accessibility of the in- 
dividual, but, in any event, invariably after 
a few months of weekly or twice-weekly of- 
fice visits supplemented by the patient’s 
many hours of auto-elaboration, he will have 
collected a back-log of notes which will be 
sufficient for him to start on the process of 
making an outline. This outline we have 
given the name “The Psychiatric Chrono- 
log.” 
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In preparing the chronolog the patient jg 
told to rule a supply of large sized (8%”, 
11”) loose leaf sheets in the form shown ip 
Fig. 1. As noted, each sheet is headed with 
the age in years, and is divided into five yey. 
tical columns designated in order (1) Ree. 
ollections; (2) Place; (3) Associated Emo. 
tional Reactions; (4) Associated Physica] 
Reactions; (5) Remarks. To begin with the 
patient prepares at least one sheet for every 
year of his life. (Actually this may begin 
with the age 3, since it is dubious if con. 
scious memory goes back prior to that age, 
However, some patients may recall having 
been told of having been exposed to emo. 
tionally significant experiences in the infan. 
tile years. They might well include such ex. 
periences in the outline under the first two 
years of their lives, 


Having prepared the outline sheets the pa- 
tient is told to reread the notes of his couch 
productions and auto-elaborations, and to 
select therefrom every emotionally signif- 
cant experience. As soon as he finds such 
an experience he enters it as an item in the 
outline under the year of his life in which it 
occurred. There is no need for any extended 
description of the event to go into the out- 
line. He just records it in sufficient words 
or phrases to bring to mind readily the par- 
ticular event. In column 2 of the outline 
he designates where it occurred; in column 3 
the emotions he felt in connection with 
this experience; in column 4 the conconi- 
tant physical sensations, if any, insofar as 
he can recall them. In the “Remarks” col- 
umn it is suggested that he add any com- 
ments which come to mind of other life’s ex- 
periences which evoked similar emotional or 
physical reactions. Reference to Chart |, 
which is a facsimile of an actual outline 
page of a neurotic patient’s productions, will 
make this procedure clear. 


The patient continues this process of out- 


lining all his recorded and written produc: 
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tions throughout the course of his analysis 
and thus this is a continuing process. Of 
course, as the process proceeds he will be 
adding many pages for each year of his life, 
and eventually will have a chronologically 
organized psychoautobiography of all the 
emotionally significant experiences in his 
life. It will be apparent that the procedure 
of making the autobiography will reinforce, 
by repetition and review, all the functions 
of autoelaboration which we mentioned in 


our introductory paragraph, 


II. 


We are now ready for the description of 
the final step in our analytic procedure with 
qa patient who has been receiving psycho- 
therapy by association and auto-elaboration 
techniques. Generally, after a year or more 
of office visits and concomitant auto-elabo- 
ration and development of the outline, the 
patient will have brought forth sufficient 
material to make a secondary type of out- 
line, which we call “Synopsis of Symptom 
Development.” Using the chronologic outline 
as source material the patient is told to pro- 
ceed as follows. He starts with a specific 
emotional or physical symptom of his pri- 
mary neurotic syndrome and going through 
his chronologic outline he collects there- 
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from all the incidents in which this partic- 
ular symptom appeared. He records this in 
a separate table, as illustrated in Chart II. 
This table is headed by the particular symp- 
tom complex whose origin and development 
he is tracing. The first left hand column 
gives the age at which the event occurred; 
the second column mentions the particular 
event (just in sufficient detail so that he rec- 
ognizes it readily) ; (a third column may be 
added: titled ‘‘Remarks,” in which he men- 
tions any related associations). 


The patient is told to prepare separate 
synoptic outline pages for each significant 
symptom of his neurotic syndrome. Thus, 
by charting the life’s history of his symp- 
toms and symptom complexes he is slowly 
brought face to face with the origin and psy- 
chologic meaning of his symptoms. 

Charts II (a), (b) and (c) show how one 
patient, S. B., a psychoneurotic with pre- 
dominantly hysterical features, retraced the 
development of some of his major symptoms. 

We feel a full appreciation of these fac- 
tors, that is, the acquisition of adequate in- 
sight, is the major obstacle which the pa- 
tient must overcome before learning to han- 
dle his emotional problems in a rational 
fashion. We have found that once the pa- 
tient has such insight, even though emo- 





CHART I 
Recollections of Physical CASE: M. A. 
Events, Experiences, Emotions Sensations AGE 6 
Thoughts Place Felt Felt Remarks 
Vito and Joe having 105th St. Fear Crying It was a great catastrophe. We 
their tonsils out and looked at the window and watched 
going to hospital. them go away and were crying. 
Mama was crying too. 
Papa coming home 105th St. Resentment Mama never told us why or where 
from hospital after he was for a whole week. Didn’t 
lip operation. know why he had to have lip cut. 
Papa running after 105th St. Fear Afraid he might kill them. 
Van B— Bros. with 
pitchfork. 
Haunted House 105th St. Fear Heart Afraid there were ghosts in it. 
Beating 
Fooling the Shoe- 105th St. Happiness Got a kick out of fooling him. One 
maker on April & Fun of the happy memories in my 
Fool’s Day. childhood. 
Finding Xmas Tree 105th St. Happiness & It was our first Xmas tree and we 


Xmas morn that Excitement 
“Santa” had brought 


Xmas Eve. 


were thrilled. 
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tionally stressful situations will reactivate 
some of the old neurotic patterns, he will be 
able to handle them with equanimity and 
without panic, and be able to control them 
much more rapidly. 

We teach our patients that neurotic reac- 
tions are forms of irrational, ineffectual, 
habitual patterns of feeling. By making 
them aware of how these emotional habit 
patterns arose and developed, they can learn 
to curb and control their reappearance in 
new stress provoking situations. The proce- 
dure of working out a psychiatric chronolog 
and from it the synopsis of symptom devel- 
opment we find greatly augments their 
achieving this awareness. 


CHART II 
CASE S. B, 


Patient is a 27 yr. old native white male of Puerto 
Rican extraction, a successful furniture salesman. 
He had completed 7 years of technical high school, 
when he went to work because of financial needs. 
He is of bright normal intelligence and had suc- 
cessfully completed 2% years of military duty, in- 
cluding 14% years in the combat zone. He had been 
married at the age of 18. His wife is one year 
younger and of similar racial and cultural back- 
ground. 

The patient presented himself for psychiatric help 
primarily because of frequently recurring com- 
plaints of a hypochondriacal nature with associated 
episodes of extreme anxiety. He repeatedly was im- 
pelled to visit his family doctor, sometimes several 
times a week, for examination and reassurance and 
continued with these symptoms and fears despite 
the fact that a week before he came for psychiatric 
help he had been passed for a $7,700 life insurance 
policy. 

The patient is the oldest of three siblings. Al- 
though his father had a university education in 
Puerto Rico he had worked for several decades in 
this country as a utility company employee in a 
relatively poor-paying clerical capacity, and the 
family was raised in rather poor economic circum- 
stances. The patient’s mother died at the age of 
36, when the patient was 19 years old, apparently 
as a result of a chronic recurrent tubercular condi- 
tion. His mother apparently had tuberculosis of 
the bones with recurring abscess formation, and 
repeatedly had to go to the hospital for various 
types of operations since the patient was 6 years 
old. She had a total of 35 operations and finally 
had to have her left arm amputated. For the most 
part during the intervals of his mother’s illness the 
patient and his siblings were cared for by an aunt 
on his maternal side. 

The patient’s initial complaints were that he 
was getting attacks of palpitation, breathlessness, 
blanching, and facial pallor, feeling as if his body 
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was drained and as if he was going to “pass out” 
At times he would feel a shaking sensation jn his 
stomach. He would frequently feel a heavy pres. 
sure in the back of his head. Sometimes he felt 
as if he were detached from his body, awake, py 
in a dream state (as if he were walking on air), 
At times he would get anxiety attacks in which he 
felt that things were closing in on him. At such 
times he would have to leave a bus or other Public 
vehicle and get out in the fresh air. He sometimes 
would have to leave the movies because of such gt. 
tacks. He would frequently have a “trembly” feg). 
ing, and at times actually shake during the More 
severe attacks. During the course of his nervoys 
illness patient frequently was obsessed by doubts 
of his wife’s fidelity. These generally were readily 
dispelled in the course of analysis, when they were 
shown to be related to his own feelings of guilt 
over previous philandering episodes. Throughout his 
illness patient never complained or manifested any 
symptoms of lack of sexual potency. These nervous 
attacks had been recurring for about 10 months 
before he reported for psychiatric treatment. They 
bore no consistent relationship to his diet or eating 
habits and could not be connected with any hypo. 
glycemic phenomena. They usually arose in emotion. 
ally stressful situations and were often so severe 
that he had to stop waiting on customers, lie down 
for a few hours, or go home and have the doctor 
called. 

The Charts II (a), II (b) and II (c) show how 
the patient developed, from his own productions, 
the pathogenesis of some of the more conspicuous 
of his neurotic symptoms. 








CHART II (A) 
CASE S. B. 


Anxiety Over Being Subjected to Ridicule 
INCIDENT 

Age 

4 Family would ask what we wanted to be when 
we grew up. When we told them they would 
laugh and joke about it. I always felt very 
much alone at these times. 

5 Visiting Aunt M—. Offered drink. Tasted aw- 
ful. They all laughed at me. (Father said 
some day would learn to drink like a true B—.) 

9 In camp. He passed wind loudly. Sister in 
charge brought me in front of everyone; scolded 
me, and as punishment I had to take care of 
younger boy who would move bowels in bed at 
night. I would have to clean him up. 

10 Wearing knickers, which mother insisted with 
long colored socks. I hated them but she al 
ways bought them. I felt that people were 
laughing at me and also it made me look skin- 
nier than I was. 

11 Had fight with boy. I had habit of holding 
thumbs up and he hit my thumb, sprained it 
I started to cry and ran away. Other kids 

laughed. Then father became very angry and 

told me to go out and fight again, stop being 
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a coward, etc. This made me feel worse than 
before. 

13 About this time I got very ambitious. Got sev- 
eral hobbies I thought I would enjoy. Also I 
wanted to pick out my own clothes like the 
other fellows. Family laughed. Said stop get- 
ting (manias) ideas like all the rest of the B— 
family. They all wind up in the nut house. 

13 Working behind counter Hotel St. George after 
school. Door men would kid me about being 
young and skinny. Also I thought customers 
talked about me. I would blush constantly. 
Boss called me into his office. Said I was too 
young and he had to let me go. Felt very 
ashamed over this incident. 


CHART II (Bs) 
CASE S. B. 


Anxiety Associated With being Confined 
to One Spot 
INCIDENT 

Age 

4 Building that whole family went to when the 
water rose high and wind got rough. I can re- 
member being scared looking out of window and 
seeing my dog on top of outhouse to get away 
from water. 

4 Remember some one killing spider and then 
all those little spiders came running at me. Just 
stood there unable to move. (Sometimes I get 
the feeling that this incident never happened 
but I can’t forget it.) 

4 Sitting on counter of father’s store during hur- 
ricane watching dirty water rush by and I just 
sat there and stared. 

5 Being left in clinic for tonsil operation. I was 
very scared. Wanted to run out but I couldn’t. 
When I got on table and they put the mask on 
on me I yelled. Tried to get off but they pushed 
me back; then I started to sink. (Never have 
forgotten this sinking feeling. Always afraid 
of being put to sleep by drugs, etc.) 

7 Mother telling story of man slowly turning to 
stone. Always afraid of standing still, fear I 
would become fixed. 

8 When mother was going to hit us she insisted 
we stand still. Sometimes she lost her head. 
Acted very wild and struck the first thing she 
found. The standing there was worse than get- 
ting hit. (Once she hit me with a file and 
broke it.) 

8 Also when she yelled at us we had to stand 
there. If we moved we would get hit. 

9 Sent to camp by Church in N.J. Camp was 
very strict. I hated the place but had to stay 
there. After one week my folks came to get 
me. Went through state of depression as if 
everything were against me. 

10 When we were bad mother would punish us by 
making us kneel in corner on stiff brush with 
face to wall for 1-2 hours. 

12 Friend of father’s visiting left car outside. I 


13 


got in, pressed button. Car rolled. Felt like 
I was pinned to spot. 

Mother asking me to wash her arm. I didn’t 
like to do it but felt I had to. 


CHART II (c) 
CASE S. B. 


Anxiety in Relation to Fears of Physical 


Age 


“I 


~] 


Illness 
INCIDENT 


Used to bite my nails. Grandmother and fam- 
ily used to threaten me. They even made 
bags which fit like boxing gloves. I,was told 
that if I kept it up I would get a disease like 
leprosy where my fingers would turn black 
and rot away and fall off. I used to check 
my fingers and occasionally they were just 
plain dirty. Yet I thought the disease they 
talked about was starting. Got very scared. 


Mother telling story of man turning to stone 
due to some disease. I used to picture my- 
self turning into golden statue, finding one 
nice point in it that pople would admire me 
after I was dead. 


Bronx Zoo with family. Went by polar bears. 
Suddenly heard scream. Saw two bears fight- 
ing. One had ear torn off. Father said see 
that, that’s what happens when people fight. 
Always been afraid to fight. Fear of physical 
harm to self. 

Mother got very bad nose bleed. Couldn’t stop 
it. Family very excited. Finally some globs 
of dried blood came out and it stopped. Al- 
ways afraid I would get same type of nose 
bleed. 

Going to Pelham Bay, never for the fun of 
it but because the doctor had suggested sea 
air for mother. Trains always crowded. 
Never really enjoyed these trips. 

Members of family praying to God when they 
were sick. This used to annoy me. The con- 
stant moaning. In later years my Aunt and 
also mom would let out this low moan when 
sick. 

Mother used to always warn us about swal- 
lowing apple pits because a tree would grow 
in our stomachs or it would get lodged in our 
throats and we would choke or it would cause 
appendicitis. Later I thought the matter 
from my nails would cause the same thing. 
Had very bad case of Athlete’s Foot and as 
a result had very bad odor. All the kids in 
class would laugh and point at me; when I 
felt bad about it mother would yell at me. 
Say I was a pig and didn’t wash. I would 
blame it on my sneakers which I wore day 
in and day out (till 6th & 7th grade). 
Eating fish, mother would always say be care- 
ful. Don’t swallow bones because you will 
choke. Always very careful and if in chew- 
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ing felt bone, would get scared. (Even hap- 
pens today.) 

Climbing fence in school yard once stepped 
in between and hit myself in testicles. Hurt 
very much. Thought I was going to die, be- 
cause Mom always said to be very careful 
cause if I hurt myself there I would die. 


Saw picture of Clyde Beatty where he gets 
bitten by spider, gets very dizzy, passes out. 
Was afraid of spiders because thought some- 
thing would happen to me. (Still on occasion 
get scared of insects.) 

Mother about this time would get fits where 
it would take every one around to hold her 
down. She would get tense with a wild 
glassy look in her eyes. On several occasions 
she tried to jump or at least made attempt 
to jump out of window. Then every one 
would plead with her not to. I was always 
putting self in her place. To a point that 
many times I felt that I would some day suf- 
fer like she did. 

We used to have a grape-like fruit at home 
with a hard shell with a very slippery inside. 
Mother would always warn us to be careful 
because we could choke on it. 

Throwing old light bulbs around. Mom would 
warn us the wire filament would fly up and 
blind us. 

About this time I would get one cold after 
an another. Head would hurt, chest, etc. 
Mother always appeared very scared I would 
get T.B. like she had. 

Once visiting Aunt A—, felt very restless 
and hot (had fever). She said what I needed 
was dose of castor oil. She mixed it up with 
orange juice. It sent cold shivers through 
me. Even today on occasions get same sen- 
sation when drinking orange juice. 

Mother had bump on back of head—very soft. 
Would feel my own head with fear of finding 
similar bump. Family would talk about it 
in hushed tones. 

Used to complain of backache to Mom. She 
always said it was a cold in kidneys and not 
to go out. I would wonder what she meant. 
(As a result I guess at age 18 Army doctor 
told me I had persistent albuminaria. I got 
so scared and when I first developed my con- 
dition I was constantly having my _ urine 
checked and worried about my irregular uri- 
nation so much. Yet even now when I get up 
mornings with backache the first thought en- 
tering my mind is my kidneys.) 

Swimming at Pierpont Hotel pool. Dove off 
the board. As I hit the water something in 
my back seemed to snap. Got backache. 
Lasted for weeks. Thought had injured self 
permanently. 

Wrestling in gym. One of the boys grabbed 
me by the neck in headlock. I felt as if my 
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26 


27 to present. 
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whole body was leaving me. I got req 
couldn’t breathe, got dizzy. (Similar sengg. 
tion I still get when eating; think food went 
down wrong pipe.) 

Calling on friend, his dog came out after me. 
I was afraid of being bitten. Jumped UD on 
bannister in hall. 

Mother would tell us stories of man who ate 
so much that he had his bowel movement 
through his mouth and died. Would very 
often get scared when some of my food would 
repeat. Thought it hadn’t gone all the way 
down. Always dreaded throwing up; fear of 
choking. 

Playing in school yard going after fly pal 
backed up into steel pole; hit back of head: 
felt I had hurt the inside of my head and] 
would suffer terribly from it. 

At Lake Carmel with boy scouts at night, 
came upon big spider (froze to spot—afraiq 
of what would happen if bitten). 

At about this time I developed lots of pim. 
ples. Family would often say he’s going 
through a change and would never explain 
it. All they would say is you will get over 
this, then you will be a man. To me I used 
to picture people going through terrible 
change with belly button opened up and 
draining or something like that but always 
thought that it was something everybody ex. 
perienced and kept to themselves. Sort of 
silent suffering. 

About this time family would talk about 
mother being so healthy till she got to be 
about 25-26; then she became ill. I used to 
wonder if I would be the same way; also that 
as mentioned above I would start this s0- 
called terrible change when I was 25-26. 
(This thought remained with me.) 

Many small instances on same order. 
Army physical sent to Newington Vets. Hos- 
pital for observation. Told I had persistent 
albuminuria. Rejected. Although I acted 
glad not to go in I was very scared and very 
worried. I thought of many different com- 
plications from insides rotting to loss of sex- 
ual ability. At times worried about early 
death due to kidney disorder. 

Metropolitan Insurance Co. turned me down 
on policy due to albumen. Went for check- 
up. Was told nothing to worry about. 

In test for Equitable Life Insurance policy & 
Mortgage. Called for second test by Equi- 
table. Very worried. Then I had my break- 
down and after that for a while I was con- 
stantly having my urine tested. 

You have covered this stage and I 
am sure.I’ve licked my fear of this disease. 


REFERENCE 


Vol. XIII, No. 11, Nov. 1952, p. 339. 











-— ane «ass eof 2 Ge Ge 


eo. &»5 ~*~ —w 





ite 
nt 
ty 
ld 
ay 
of 


d; 
pl 


At, 
id 


ng 
in 
er 
ed 
le 
nd 
ys 


of 
ut 


to 
at 








1955 


DISEASES OF THE NERVOUS SYSTEM 


Treatment of Depression With Meratran and Electroshock 


HENRY E. ANDREN, M.D. 
Takoma Park, Maryland 


Depressive illnesses, affecting individuals 
in nearly every age group, have become a 
therapeutic problem of ever-increasing mag- 
nitude to the psychiatrist and general phy- 
sician.. Whether the increase which has been 
noted stems from better recognition of these 
conditions or is due to a growing incidence 
in the number of such cases, is difficult to 
say. The fact remains that large numbers 
of individuals with varying degrees of de- 
pression are presenting themselves to phy- 
sicians and improved forms of therapy are 
sorely needed. 

While all forms of depression usually re- 
spond fairly quickly to electroshock therapy, 
a certain percentage of individuals are fear- 
ful of this procedure for various reasons, and 
an additional small group of patients are not 
suitable candidates for this type of therapy 
due to their poor physical condition. Partic- 
ularly in milder forms of depression electro- 
shock therapy may be regarded as relatively 
rigorous treatment. When effective, drugs 
with mood-lifting qualities are frequently 
satisfactory, A new drug of this type, Mer- 
atran, has been investigated recently by the 
author in a relatively small number of pa- 
tients with reactive depressions. 

The chemical structure of Meratran is 
quite different from that of older drugs 
which are known to stimulate the central 
nervous system, and pharmacologic studies 
which have been reported? indicate that clin- 
ical differences may be expected to result. 
The absence of effect upon heart rate, blood 
pressure, and appetite is of considerable sig- 
nificance and the freedom from post-medica- 
tion depression reported by Brown and Wer- 
ner,” if confirmed in human subjects, would 
be another major advantage not possessed 
by many central nervous system stimulants 
now available. 

The original report* on the clinical use of 
Meratran has been followed by a number of 
others.*’ All of these investigators have 
achieved very favorable responses in mildly 
depressed patients whose condition was not 


complicated by a substantial overlay of anx- 
iety. A convenient test procedure to deter- 
mine suitable candidates for oral Meratran 
therapy has been described previously by the 
author.’ This consists of a single intrave- 
nous injection of 2.0 mg. (2.0 cc.) Meratran. 
Transient but obvious improvement occurs 
some time during the following sixty minutes 
in those patients who later respond well to 
oral Meratran. 

My own series has consisted of a total of 
44 depressed patients classified in Table I. 
Definite symptomatic improvement occurred 
in about half the patients. The degree of im- 
provement depended largely upon the sever- 
ity of the depression. The relatively more 
favorable response in reactive depressions re- 
ported by other investigators*® was confirmed. 


TABLE I 

GE ga 5 © 

“3 8 «a 
Reactive Depression. .................... 3 3 5 3 
Endogenous Depression ................ 0 2 1 0 
Psychotic Depression ...................0.5 Om «2 2 10 
Involutional Depression. ................ Oo fF a 5 
Depression with Anxiety .............. o oO 1 3 
Neurosis, Obsessive-Compulsive... 0 0 0 2 
Depression associated with arte- 
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The doses of Meratran used in the pa- 
tients varied from 1.0 mg, to 2.0 mg. t.i.d., 
and, in general, were well tolerated. Three 
patients, however, while receiving therapy, 
developed a macular rash which disappeared 
fairly promptly when the drug was stopped. 
One patient complained that the drug caused 
her face to become flushed. Two patients 
developed nausea while taking the drug and 
its administration had to be discontinued. Six 
other patients complained of a tense feeling 
while receiving Meratran. Of these, two 
were being treated for reactive depression, 
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one for obsessive-compulsive neurosis, one 
for involutional depression, and two for psy- 
chotic depression. 

Many of the cases which failed to respond 
to treatment with Meratran were _ subse- 
quently given electroshock therapy and, as 
we expected, a satisfactory improvement oc- 
curred. It was noted, however, that these 
patients seemed to respond to electroshock 
therapy somewhat better than could be an 
ticipated. 

Since Meratran had been beneficial in 
many of the depressed patients who received 
it as the sole form of therapy, I continued to 
administer it to patients about to receive 
electroshock, The procedure was to inject 
1.0 cc, intramuscularly one-half hour prior 
to the electrical treatments and on the days 
which intervened between them. 

It is my impression that the confusion and 
amnesia which ordinarily follow electro- 
shock therapy occurred far less frequently 
and to a much lesser degree. The suicidal 
drive which is on occasion increased after 
the first few electrical treatments seemed to 
be dampened in the few psychotically de- 
pressed patients in whom it had been ob- 
served on previous occasions. Similarly, the 
accentuation of the depression which occurs 
in about 10 per cent of the patients in this 
same group receiving electroshock therapy 
was notably absent when Meratran was ad- 
ministered one-half hour prior to shock ther- 
apy and on the days between electroshock 
treatments. Elevation of the mood, as a 
matter of fact, seemed to occur earlier than 
usual, and recovery apeared to proceed at a 
more uniform and consistent rate. 

Since patients treated with electroshock 
therapy tend to become depressed on occa- 
sion after a course of treatment has been 
completed, maintenance electroshock is com- 
monly required. In a small number of pa- 
tients, the administration of Meratran, in- 
tramuscularly, at these critical periods has 
greatly diminished the need for such interim 
therapy. 

These observations concerning the com- 
bined use of Meratran and electroshock ther- 
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apy are, of course, preliminary in nature and 
additional studies are now being Conducted, 
The results of these will be reported at , 
later date. 


Summary 


1. A new central stimulant, Meratran, has 


been studied in a series of patients with de. 
pression. The oral dose is 1.0 mg. to 2.0 ing, 
t.id, and the single parenteral dose, 2.0 mg. 
given intravenously or intramuscularly, 


2. A satisfactory therapeutic response wags 


obtained in patients with reactive depres. 
sions, while less frequently favorable results 
were obtained in the endogenous, psychotic, 
and involutional types. 


3. In patients who require electroshock 


therapy, the adjunctive use of Meratran ap. 
pears to hasten the recovery and diminish 
the frequency of maintenance electrical 
treatments. 





Author’s Note: The Meratran used in this study 


was supplied by The Wm. S. Merrell Company, Cin. 


cinnati 15, Ohio. 


It is the trade name for its brand 


of pipradrol [a-(2-piperidyl) benzydrol hydrochlo- 
ride]. 


-~I 


. Fabing, 
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Special Techniques In Brief Psychotherapy 


HARRY L. MACKINNON, M.D., and ARNOLD ALLEN, M.D. 
Dayton, Ohio 


A, Introduction. 


It is the purpose of this paper to define 
some special techniques of dynamically-ori- 
ented brief psychotherapy. A great deal has 
already been written about these techniques 
with the emphasis on their being used in one 
or another particular phase of an intensive 
analysis, in psychosomatic conditions, or in 
borderline cases. In these situations and in 
others the stress has been primarily on the 
current temporary aspect of the treatment 
situation. In this paper we wish to examine 
more closely the application of these tech- 
niques with the goal of restoration of inner 
equilibrium of patients on a somewhat more 
permanent basis. In other words, we would 
like to bring together for wider application, 
some of the special techniques in brief psy- 
chotherapy frequently referred to and often 
written about but usually with somewhat 
limited application. 

Without intending in any sense to com- 
pletely review the literature, we will briefly 
make reference to some of the writings about 
these techniques in brief psychotherapy, and 
define more accurately the criteria for a 
wider scope of their use. 

In the area of psychoanalysis, some of the 
new developments are Alexander’s' “manipu- 
lation of the transference,” and Lisler’s” 
“parameters.”” Both of these, however, have 
had as their object the expedient “working 
through” of the underlying emotional con- 
flicts rather than restoration of equilibrium 
utilizing reconstruction of old defenses. In 
the area of reference in more general terms 
to the whole field of both psychoanalysis and 
dynamic psychotherapy, we are referred to 
the work of Knight.’ In his writings on the 
treatment of borderline cases where em- 
phasis, at least initially, is aimed at ego- 
support and whatever techniques may be 
utilized to bring this about, he suggests help- 
ing to rebuild shattered neurotic defenses 
in egos that have been appraised as too weak 
to tolerate a more intensive approach. Le- 
vine,* in his chapter in “Dynamic Psychia- 
try,” in the process of delineating principles 


in supportive, relationship and interpretive 
therapy, calls attention to techniques of ca- 
tering to certain neurotic needs as a means 
of restoring emotional balance. Schmideberg” 
makes reference, based on experiences with 
sustained improvmeent in patients who broke 
off treatment, to an experiment with modifi- 
cation of technique aimed at shortening 
treatment. Here the emphasis is on flexibil- 
ity in utilizing methods which would accel- 
erate improvement. Other analysts have 
written on the desirability of departure from 
the customary, for example Saul’s® mention 
of the value of one or two interviews, and 
the Menningers’ utilization of dual thera- 
pists. 

In the area of psychotherapy for patients ~ 
with organic cerebral disorders, modifica- 
tions of techniques have also been described. 
Wesselius’ defines a way of helping such pa- 
tients face the true extent of their physical 
disability, by recognizing that the giving up 
of a little does not mean the giving up of 
everything. Goldfarb and Schepps* and 
Goldfarb and Turner’ in their work with the 
aged, describe an approach of helping the 
patient who is made to feel that he has 
“bested” the therapist, as a means of achiev- 
ing appreciable improvement in the patient’s 
symptoms and behavior. 

In the psychosomatic sphere, many have 
written about special techniques to alleviate 
psychosomatic syndromes. For example, 
Seitz’’ has discussed treatment of skin con- 
ditions by a method aimed at accelerating 
the patient’s ability to express his hostilities, 
and as acting-out increases, to set limits 
thereon. Bacon,'' writing on cardiac pain 
emphasizes the double approach of dimin- 
ishing the patient’s guilt and anxiety arising 
out of competitiveness, as well as encourag- 
ing the slowing down of the responsiveness 
to dependent wishes. Shapiro, Rosenbaum 
and Ferris'* have pointed to the importance 
of building up the masculine pride in male 
hypertensives, In this same area, the au- 
thors'® make reference to an unpublished pa- 
per which includes a description of a patient 


277 








severely disabled by headaches (following 
bilateral enucleation), symptomatically im- 
proved by strong appeal to his previously ef- 
fective neurotic defense of pseudomasculin- 
ity. 

In the handling of a hospitalized ortho- 
pedic child, Perman and Rapaport’ describe 
a psychotherapeutic technique to alleviate a 
severe depression, by enabling the patient to 
visualize the orthopedic appliances. 

In the treatment of severe character con- 
ditions, Bromberg’ has emphasized separa- 
tion of the therapeutic element from the au- 
thoritarian attitude, reaction to the latter 
being encouraged through an atmosphere of 
play. The acting-out in the form of drama 
implies protection against acting-out in self- 
thwarting ways in real life situations. 

In the treatment of psychoses, Hayward 
and Peters’® describe the value of multiple 
therapists as a way of enabling the patient 
to split and identify his ambivalent feelings 
by being able to express affection for one 
and hostility for another therapist, In this 
connection mention should also be made of 
the work by Dreikurs.** Inwood'* discusses 
the value of interviewing hostile relatives as 
a means of hastening improvement of hospi- 
talized psychotic patients. Boverman’’ points 
out the technique of producing awareness in 
the delusional patient of the reality of the 
therapy situation, which excludes the thera- 
pist from the delusional pattern. 

Freda Fromm Reichmann’’ discusses the 
importance of restoration of self-esteem in 
the schizophrenic, indicating how his with- 
drawal is a result of his underlying feeling 
that he might harm others. She actively gets 
across to the patient her acceptance of him 
on his present level, at the same time making 
him aware of her healthy respect for his 
greater potential. 


B. Indications for Brief Psychotherapy. 
There are numerous patients in whom 
brief psychotherapy is the treatment of 
choice. It is often an important part of a 
treatment program, particularly in patients 
in whom goals are limited. Among these are 
found the acute cases in whom something 
immediate is to be accomplished; the fixed 
neurotic; the borderline psychotic; and pa- 
tients with psychosomatic illnesses, In all of 
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these the approach may be in the direction 
of restoration of equilibrium, often utilizing 
older defenses which have become yep. 
whelmed, rather than on ‘working through” 
of basic conflicts. 

Many patients who do not have sufficient 
motivation to “work through” their underly. 
ing problems, produce the feeling in the 
therapist that such motivation could be mo. 
bilized during the course of treatment, 4 
patient often desires to be his “old self” ra. 
ther than to have a personality change. With 
him it may be more expedient to go along 
with his wishes, indicating to him that there 
are possibilities beyond this and thus leaving 
the door open for something further should 
his motivation be increased. 

Sometimes there are realistic factors 
which would contraindicate intensive psycho. 
therapy, leaving brief psychotherapy as the 
most effective approach. Among these are 
age, finances, physical conditions, and lim. 
ited psychiatric facilities. In some, restora- 
tion of equilibrium can be accomplished with 
the patient himself. In others, it may he 
more feasible to work indirectly through one 
of the important figures in the patient’s life, 


C. Techniques, 
1. Restoration of Old Defenses. 


The techniques important in brief psycho- 
therapy may be broken down into several 
categories. One would include situations 
which call for a restoration of old defenses. 
An example would be where a neurotic de- 
fense could serve as protection against a 
psychosomatic disorder or psychosis. 


a. Old defenses protective against psychoso- 
matic condition. 

A middle aged woman with acute thyrotoxicosis 
had throughout her life vicariously gratified her 
own dependent needs by catering to the needs of 
others. She had played nurse to a whole parade of 
sick relatives. Following the death of her father 
whom she had nursed for years through a chronic 
illness, she was, in a sense, left defenseless and de- 
veloped all the classical symptoms of acute thyroid 
disease. The striking linkage between onset of her 
symptoms and death of her father lead to psychi- 
atric referral. The plan of treatment by the psy- 
chiatrist was aimed at reestablishment of the pa 
tient’s old defense of “giving.” In the treatment 
situation the therapist deliberately took the role 
of the “little boy” and encouraged the patient to 
“mother” him. She was permitted to do such things 
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gs sew on buttons, obtain information for him, etc. 
As she improved it was decided to obtain a position 
for her aS an auxiliary policewoman to direct traf- 
fic at school crossings. The patient was delighted 
with this work, and for a considerable period after 
cessation of psychiatric contacts was still engaged 
in this work, and was symptom free. 


p, Old defenses protective against psychosis, 

A middle aged woman had several manic episodes 
and was not responding too well to the usual hos- 
pital routine. It was decided that she required re- 
direction of her excess energy. She accepted the 
suggestion that she might start a group comprised 
of hospital patients to function in a way similar to 
the well known “anonymous” groups. Soon there 
were meetings with many plans to get together af- 
ter hospitalization. Her manic episode began to 
subside and she eventually reached a comforable 
remission. This was the first time she had been 
hospitalized without receiving electroshock therapy. 


In similar fashion, schizophrenics, as they 
progress toward remissions, can often be en- 
couraged to restore hysteric or compulsive 
defenses which have protected them in the 
past, but for one reason or another have re- 
cently failed. 


c, Old defenses protective against more se- 
vere neurotic disturbance. 


One old neurotic defense may be restored 
to serve as an outlet for underlying emo- 
tional conflict in place of a defense which in 
itself may be causing a great deal of current 
difficulty. An example would be the encour- 
agement of acceptance and provision for op- 
portunity for reconstruction of pseudomas- 
culine defenses as a less blocking substitu- 
tion in a crippling dependency. 


d. Old defenses protective against surrender- 
ing to. physical condition. 

An elderly female patient with cardiac decompen- 
sation failed to respond to routine medical care. It 
was felt by the internist that adequate response 
was being blocked by emotional factors and psy- 
chiatric consultation was requested. This woman 
had been for many years the matriarch of her fam- 
ily, ruling not only over the social aspects of her 
family life, but also over the economic ones. She 
had complete control of a small family business in 
which her husband and their children were in- 
volved. As a result of her illness she felt that she 
had been deposed from her position of importance 
and of being needed, felt greatly threatened by this 
and by her finding herself in a dependent position. 
On the basis of evaluation of this patient’s needs, 
and with the cooperation of the members of her 
family, a plan was begun to help restore her old de- 
fense of pseudo-independence. This was done by 
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having her family once again seek her advice on 
all family and business problems, to indicate to her 
that nothing ran properly without her, and in other 
ways to contribute to her feelings of strength, in- 
dependence, control and importance. This approach 
played so considerable a part in the patient’s im- 
provement, that in a matter of weeks she responded 
to medical treatment which enabled her to leave the 
hospital. 


e. Old defenses protective against ego break- 
down, 

Another situation would be one where neu- 
rotic acting-out in a mild fashion could be 
permitted as a protection against a severe 
ego breakdown. An example would be the 
acceptance of the acting-out of hostility in 
the relatively innocuous fashion of breaking 
appointments with the therapist, in a pa- 


‘tient who is in the process of improving fol- 


lowing a severe depression. 


2. Satisfying of Neurotic Needs. 
a. In which the therapist is active. 


(1) Giving the patient a feeling of con- 
trolling. 
There are times when it may be expedient 
to satisfy the immediate neurotic needs of 
patients rather than insisting that they face 
the realities of the treatment situation. For 
example, some patients, so overwhelmed by 
the fear of being controlled, would only begin 
treatment if they feel that they have some 
control over the situation, such as setting 
the time of their appointments or deciding 
about the frequency of visits. A patient may 
be given choices deliberately to undercut his 
feeling that he has no say in the treatment 
program, 
(2) Giving the patient an independent 
feeling. 

Occasionally it may be prudent during the 
initial contact to satisfy a neurotic need suf- 
ficiently to allow a patient to be comfortable 
enough to accept therapy. An example of 
this would be the problem of making the de- 
pendent neurotic feel sufficiently at ease to 
be willing to go ahead with treatment. It 
may be worth while to say something like 
this: “Perhaps there is no absolute neces- 
sity for this, perhaps you could work it all 
out by yourself, but in case you do want to 
go ahead with interviews you can make up 
your mind independently and let me know.” 
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With the patient feeling that he might be 
able to do it all by himself, and with his 
knowledge that the decision to go ahead 
with treatment rests with him alone, he may 
then feel a more positive response in the di- 
rection of psychotherapy. 


(3) Satisfying the masochistic needs of 
patient. 

An example of satisfying masochistic neu- 
rotic needs might be that of keeping a pa- 
tient waiting a few minutes unnecessarily 
when it is known that he is overwhelmed by 
guilt and requires some immediate action to 
satisfy his masochism. This technique may 
also be of value in helping to undercut an 
extreme degree of rigidity in certain patients 
by providing a basis for identification with 
the flexibility of the therapist. 


(4) Satisfying the need for combative- 
ness. 

Sometimes the therapist can take an ac- 
tive part in providing a substitute neurotic 
gratification for a patient who is blocked in 
his own current situation, An example of 
this would be a patient with headaches who 
can find no one with whom to disagree. By 
arguing with such a patient and at the same 
time maintaining a good therapeutic rela- 
tionship, a satisfactory outlet may be pro- 
vided, with lessening of the symptom. 


(5) Satsfying the needs for voyeurism 
and exhibitionism. 


A patient may be encouraged to “subli- 
mate” his voyeuristic tendencies by seeking 
out things in regard to the therapist’s per- 
sonal life. In this same vein, in the treat- 
ment of sexual exhibitionists, the therapist 
may actively encourage the patient’s exhibi- 
tionistic gratification in more socially ac- 
ceptable and less destructive ways by par- 
ticipation in dramatic groups, etc., also by 
the therapist actively responding to any area 
of the patient’s exhibitionism within the 
therapy situation, through complimentary 
comments about the patient’s productions, 
dress or appearance. 

(6) Satisfying the need to project omnip- 

otence. 

On occasion it may be the method of 
choice for a therapist to be quite direct in 
dealing with a transference situation where 
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intensity is threatening a somewhat preca- 
rious balance. An example of this might be 
a severe compulsive struggling with hig ow 
omnipotent feelings, and who has somewhat 
shallow defenses against ego breakdown. As 
he becomes more fearful of what he might 
do, the therapist may be able to relieve the 
intensity of this situation by taking over the 
responsibility either verbally or by implica. 
tion, (A more concrete example would hp 
the actual case of the school teacher who was 
feeling that certain constructive action op 
her part would lead to her losing her job. At 
this point the therapist helped the situation 
by telling the patient directly what he would 
suggest and that he would guarantee that 
she would not lose her job, and would be 
responsible for what he had recommended.) 


(7) Satisfying the need for complete ae. 
ceptance. 


What is often an effective technique, and 
one often overlooked, is the use of auxiliary 
personnel, both in hospital and office, func. 
tioning to cater to certain neurotic needs of 
patients to restore their equilibrium. For 
example, a patient who has strong feelings 
of unacceptability and inferiority can often 
be greeted with more than the usual warmth 
as a way of helping to restore in him some 
feeling of acceptability. 


(8) Satisfying the need to be protected. 


A hospitalized patient suffered from a severe ul 
cerative colitis which flared up following the death 
of a protective older brother. The assumption of 
the role of this protective brother by the patient's 
therapist, and his scolding, in the patient’s presence, 
of certain hospital personnel who the patient thought 
were “picking on him,” was felt to constitute a 
turning point in the patient’s improvement. 


(9) Catering to narcissistic needs. 


Sometimes patients will respond relatively 
quickly to a “narcissistic bribe” in which the 
therapist is actively causing the patient to 
feel quite important or special, in treatment. 
The effect of this is to encourage a rapid st: 
perficial solution to problems by using the 
leverage of the basic secure feeling to g0 
along with special concern and interest. 


(10) Satisfying the need to deny depent- 
ence, 


With certain patients it occasionally be 
comes important to set a time limit on the 











BER 


hat 


zht 
the 
the 


ly 
he 
to 


ie 
x0 


1955 


therapy process (borrowed from Rank’’) 
orto discontinue the therapy fairly abruptly. 
sometimes this is helpful in hastening the 
“working through” by intensive therapy; 
tut more important here is the restoration 
of the old defenses in individuals with great 
need to prove themselves independent. This 
can be SO intense in some patients that it 
may at times be prudent for the psychother- 
apist to refuse to treat the patient as a tech- 
nique having therapeutic value in itself. 

A middle aged business man who, threatened with 
the insecurity of his job situation, had reverted to 
his intense oral problems which he had had as a 
child with his manic-depressive mother. Almost as 
soon as he asked for therapeutic help, the craving 
for more assistance became greater and greater un- 
til he was telephoning the therapist from a distance 
of two thousand miles while on a business trip, and 
repeating the call within a few minutes. This snow- 
palled on and on and even with hospitalization he 
did not respond to limit setting. He began to im- 
prove and continue to do so only after he was told 
that he needed no more treatment and would not 


be given any. 
b. In which the therapist is passive. 


(1) Allowing acting out in treatment sit- 
uation. 





There are many situations in which the 
therapist, rather than actively initiating cer- 
tain processes in the treatment situation, can 
benefit the patient by more or less passively 
accepting and permitting a certain degree of 
acting-out on the part of the patient. Gene- 
rally, this acting-out tends to serve the pa- 
tient’s need to either express hostility or 
control the therapist, or both. These be- 
come of particular importance in patients 
who are improving following a depression, 
or whose emotional equilibrium is so fragile 
that there is constant necessity on the part 
of the patient to test his ability to control, 
out of his fear of being overwhelmed. This 
type of acting out can be expressed through 
avariety of forms, It may often be thera- 
peutically suitable to allow a patient to run 
up a large bill, as an indication of his mas- 
tery of the situation. In the instance of a 
recently depressed patient, it may be ex- 
tremely vital to permit the patient to break 
appointments or even to quit therapy, as a 
way of allowing redirection of his hostility 
externally rather than its being directed 
against himself with resultant depression. In 
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addition, processes of this type may serve 
to undercut the patient’s need to act out in 
extra-therapeutic situations where such be- 
havior might be much more to his disadvan- 
tage. (It goes without saying that it is help- 
ful for some member of the family or the 
family physician to have a general idea of 
what is taking place.) 


(2) Allowing ambivalence to develop. 


Another technique of passive acceptance 
by the therapist which can be of value to the 
patient, is to permit him to change thera- 
pists. With the second therapist the patient 
is often able to express considerable feeling 
relating to the first therapist, which he was 
unable to do initially. A further step in this 
process is permitting the patient to have dual 
therapists, thus providing him with an op- 
portunity of playing one against the other, 
or of regarding the therapists as parent fig- 
ures so that he may “work out” his ambiva- 
lent feelings concurrently. At times it has 
been found to be of value to refer a patient 
for a few visits to a second therapist, with 
whom the patient is often able to start bring- 
ing up material which, because of the inten- 
sity of the transference situation, he was un- 
able to begin to verbalize to the first thera- 
pist. 


(3) Allowing hostility to come out in car- 
icature of what is thought to be ex- 
pected, 

In some patients, a good many of whom 
are severe compulsives not too suitable for 
intensive therapy, one of the outstanding de- 
fense patterns may be a caricature of the 
parent’s attitudes. By allowing such patients 
to make a caricature of what they feel the 
therapist is asking of them, they sometimes 
“make like normal,” as Dr. Reider’? has so 
aptly phrased it. This can be to their tem- 
porary and even more permanent advantage, 
being frequently a better adjustment level 
than was existent prior to treatment. 


(4) Allowing competitiveness. 

Often it can be noticed that a patient is do- 
ing a great many of the things that he sees 
the therapist doing. For example, he may 
begin to take notes, or adopt a variety of 
what he interprets as the therapist’s “stock 
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in trade.” This is often an indication that 
the patient is attempting to compete or have 
an hostile identification with the therapist. 
It can be of real value in some cases to per- 
mit the patient to continue these maneuvers 
without attempting to interpret or prohibit 
them, as might be done where the goal of 
therapy is “working through.” 


(5) Allowing masked improvement, 


There are still other ways in which the 
therapist may permit the patient to utilize 
his own defenses to his own advantage. For 
example, sometimes patients with consider- 
able pseudo-independence in their makeup 
may reach fair adjustments by “flight into 
health”; or others with fairly good grasp of 
the problem at hand may make unusually 
fast progress in therapy. Although the re- 
sults obtained are not the same as a true 
“working through” process, they are often 
of considerable benefit. 


3. Working therapeutically with the pa- 

tient’s family. 

Ordinarily the therapist’s relationship 
with a patient’s family might be included un- 
der the general technique of ‘environmental 
manipulation.” We are concentrating on it 
specifically here because of its effectiveness 
as a tool in helping to restore old defenses, 
to satisfy neurotic needs, or in other ways to 
help arrive at a better equilibrium. Some- 
times key figures in the patient’s family may 
continue along what the therapist has 
started by satisfying the patient’s neurotic 
needs. (It is not to be forgotten that with 
some family member the approach to this 
may not be best presented on realistic 
grounds, but rather in terms of the relative’s 
own neurotic strivings.) With some rela- 
tives, the neurotic defenses may be utilized 
to advantage in helping along the restorative 
process in the patient, and in these instances 
may be encouraged, In other situations it 
may be advisable to satisfy in other ways the 
relatives’ neruotic needs (as by a short pe- 
riod of therapy), so that they are not blocks 
to patients’ improvement. There are many 
combinations. 

An example here cited is an extremely competi- 
tive woman whose important need was for her hus- 


band to permit her to compete with him. The hus- 
band, whose masculinity was greatly threatened by 


282 


SEPTEMBRR 


his wife’s competitiveness with him, was then re 
ferred for therapy himself with the limited oal of 
catering to his masculine defenses, so that he could 
then feel less threatened by, and more Permissiye 
toward his wife’s need to compete, and feel that he 
was indeed doing the “great” masculine service. 


Certain other areas in which working with 
relatives can help to restore a degree of 
equilibrium in the patient would be to ep. 
courage a relative to permit acting-out jy 
certain areas by the patient, as a way of 
avoiding more destructive acting-out, or ip 
helping in some remission of certain symp- 
toms. A relative can also be encouraged to 
cater to the patient’s neurotic needs, For 
example, providing an excessive degree of de. 
pendent gratification (as in an ulcer patient) 
can be a helpful technique in the direction 
of improvement of certain symptoms. 

Although it has been implied in some of 
the above, it is felt to be important enough 
to state more specifically that. very fre. 
quently the combined treatment of two mem. 
bers of the family, even though it may have 
been only one who originally came for help, 
can lead to a more comfortable equilibrium 
in the total family situation, albeit on a neu- 
rotic level. This is frequently seen in situa- 
tions where the dependent gratification ob- 
tained by one member in therapy can enable 
him to give more to the other. This can be 
of particular value in certain child-parent re- 
lationships, where satisfaction obtained by 
the mother can lead indirectly to a greater 
ability to provide gratification for the child. 


Summary 


Some special techniques in brief psycho- 
therapy have been discussed with references 
made to some of the literature regarding 
these techniques, particularly in phases of 
intensive therapy, psychosomatic conditions, 
in borderline, or psychotic cases. We have 
tried to define more accurately these tech- 
niques, grouping them into 1. Restoration 
of old defenses, 2. Satisfaction of neurotic 
needs—a. in which the therapist is predomi- 
nantly active, and b. in which the therapist 
is predominantly passive, and 3. Working 
therapeutically with the family. Some ex- 
amples have been used by way of illustration. 
The main emphasis has been largely on the 
value of these techniques as ways of helping 
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the patient to arrive at a better degree of 
yilibrium rather than on their use in the 
more intensive therapies. 
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Book Reviews 
LEWIs J. SIEGAL, M.D., LL.B.—Conducted by EDITOR 


THE STUDY OF THE BRAIN. By Hyman S. Rubin- 
stein, M.D., Ph.D., D.A.B.P.N., F.A.P.A., Attending 
Physician in Neurology and Psychiatry, United 
States Army Hospital, Aberdeen Proving Ground. 
Cloth. $9.50. Pp. 209 with illustrations. Grune & 
Stratton, Inc., 381 Fourth Avenue, New York 16, 
N. Y. 1953. 


This neuroanatomic textbook concerns itself mainly 
with the structural as it relates to the functional as- 
pects of the brain and its extensions into the cord, 
tracts and pathways. The methodology adhered to 
throughout the various steps of brain dissection is 
centered about its functional neuroanatomy rather 
than architectural phases per se—so that the various 
parts exposed are considered basically in relation to 
their interrelated functional concepts. The book is 
liberally illustrated and the drawings are strategi- 
cally placed throughout the text. Following the 
descriptive portion, there is a well arranged atlas of 


serial transverse sections depicting segmental areas 
from the cervical to the various levels of the massa 
intermedia. The book ends with an appendix of 
brain dissections showing some 43 representative 
and profusely labeled plate drawings. The mate- 
rial, both textual and illustrative, is methodically 
put together and should serve well to orientate stu- 
dents, residents and others interested in the study 
of the brain in respect of its structural, functional 
and dynamic correlates. 


ATLAS OF HUMAN ANATOMY. By Werner Spalte- 
holz. Edited by Rudolf Spanner, Professor of Anat- 
omy, Cologne. Fifteenth edition. Parts | and II. 
Cloth. $11.50 per volume. 1365 plates. Little, Brown 
and Company, Boston, Mass. 1953. 


This standard work as an atlas of anatomy, has 
reached its fifteenth edition in the present publica- 
tion. It has been arranged into two volumes for 
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convenience in handling. The first volume assem- 
bles illustratively that portion of the human ana- 
tomic contents comprising the bony structures, and 
manner of individual ossification, body cavities, fos- 
sae, articulations and their architecture, muscular 
system, roentgenograms of upper and lower extrem- 
ities and skull and vertebral column. The second 
volume provides a similar arrangement for the vas- 
cular system, lymphatic structures, glandular ap- 
paratus, thoracic and abdominal viscera, nervous 
system (and its myelogenesis) and sense organs. 


The excellent illustrations in many instances are 
also in color and these may well be said to vividly 
portray recent rather than embalmed or otherwise 
collapsed or disintegrated material. All plates are 
minutely labeled and are elaborate in their detail. 


To go to any great length to describe the minutiae 
of Spalteholz in its present edition would be but the 
excess of adding perfume to the violet. 


This encyclopedic anatomical pictorial assemblage 
covers this basic subject of medicine with the expert 
thoroughness for which its previous editions have 
been famed since the first work at the hands of 
Werner Spalteholz had made its original appearance 
almost sixty years ago. It is highly recommended 
for the serious undergraduate student and the clini- 
cian in his respective field desirous of keeping 
abreast of this subject. 


TEXTBOOK OF PHYSIOLOGY. Edited by John F. 
Fulton, M.D., Sterling Professor of the History of 
Medicine, Yale University School of Medicine. Sev- 
enteenth edition. Cloth. $13.50. Pp. 1275, with 
600 illustrations. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, Penna. 1955. 


The text book in former years as the classic 
Howell’s Physiology, has been known to this re- 
viewer in its former editions, while its original au- 
thor, Professor W. H. Howell functioned as one of 
the country’s great physiologists. Of later years 
and to countless numbers of present day clinicians 
the text book has appeared under the editorship, 
and descriptive work of Dr. Fulton. Under his 
guidance it has kept apace with our ever-increasing 
knowledge of bodily functions upon which medical 
science is founded. 

From the particular standpoint of the neurologist 
reference may be made to section on the the prin- 
ciples of nervous activity, which elaborates upon the 
most recent methodology of integrated reflex action 
in the smooth execution of posture and bodily move- 
ment. In the study of central nervous function and 
the influence exerted upon nerve cell activity by the 
acetylcholinesterase system, its most recent inves- 
tigational procedure has received authoritative clari- 
fication. The section on the Central Nervous Sys- 
tem in the direct hands of Professor Fulton, includes 
among other newly described principles the practical 
application of physiological data directly helpful to 
the rehabilitation of those with spinal injuries, and 
an exhaustive chapter on the newest concepts of cer- 
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ebral neurophysiology, their bearing on Psychogo, 
matic phenomena, and effects of stimulation Of the 
limbic system—the visceral brain. 

The text is authored throughout by outstanding 
contributors in their respective fields anq exhays. 
tively covers all phases of known researches as the 
relate to structural and functional physiology, 


The textual material is arranged into 12 Sections 
containing 63 chapters, has a generous index, gives 
references at the end of each chapter, has 600 fig. 
ures, and is housed within 1275 pages. This edition 
should continue to serve as a standard of present 
day physiology in the manner that its predecessors 
have functioned as classics of their day. 


TEXTBOOK OF THE NERVOUS SYSTEM. By 4, 
Chandler Elliott, M.A., Ph. D. Cloth. $9.00, Second 
Edition. Pp. 437 with illustrations. J. B. Lippin. 
cott Company, East Washington Square, Philadel. 
phia, Penna. 1954, 


The second revision of this textbook, primarily de. 
signed as a teaching manual, covers the subject of 
neurological anatomy both from the standpoint of 
structure and function insofar as the interrelation. 
ship between the two concepts will facilitate a more 
ready understanding of this basic subject. In the 
first part, the reader will find the nervous system 
briefly described as to its elementary principles 
while in the second part the subject is treated jn 
greater detail with elaboration upon the structural 
anatomy and its functional correlates, and describes 
modes of dysfunction associated with trauma or dis. 
eases. 


The progress in neurocytologic study has been 
brought into the most current range of our knowl 
edge and theories, and the postulates of our most 
recent investigators respecting glial genealogy are 
given informative interpretation. Of particular in- 
terest is Harmark’s doctrine of strict chronology 
which directs attention to cellular proliferation in 
strictly regulated order, pointing out that any in- 
jurious influence at a definite point in time would 
affect particular structures then in their most active 
development, and so produce specific defects. 


Elsewhere, and notwithstanding that the reticu- 
lar formation is referred to at scattered points 
throughout the book, the recently better understood 
role of this structure adverted to as having a reflex 
web and a suprasegmental function endowed with 
excitatory and suppressor motor effectiveness, is 
given space in a consecutively treated comprehen- 
sive account. 

In addition to the liberality of figures throughout 
the text, many of which are in color, two of them 
merit special mention for their vividness of por 
trayal: the dermatomes showing ventral and dorsal 
arrangement; the companion figure showing the 
area of skin supplied and depicted by named nerves. 

A significant feature is the third portion of the 
book. This contains an atlas of 50 photographic 
plates, each of which is accompanied by its descrip- 
tive diagrammatic key. The plates are progres 
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sively arranged, and a running commentary together 
with cross-references to text enhances their useful- 


ness. 
Finally, the most salient portion of any textual 


material—is its index. Here it has capacity and 
utility and includes neurological as well as collat- 
eral terms where the latter are of direct descriptive 
interest to the subject. 

The material is attractively presented throughout, 
and the book reflects evidence of teaching and ex- 
tensive research in neuro-anatomy. It can be used 
with profit by the student and clinician seriously in- 
terested in and desiring to benefit from the current 
scientific advancement this volume unfolds. 


THE YEAR BOOK OF NEUROLOGY, PSYCHIATRY 
AND NEUROSURGERY. Edited by Roland P. 
Mackay, M.D., S. Bernard Wortis, M.D., Percival 
Bailey, M.D., and Oscar Sugar, M.D. Cloth. $7.00. 
Pp. 619 with 97 illustrations. Year Book Publishers, 
Inc., 220 E. Illinois Street, Chicago 11, 1955. 


The book reviews and abstracts represent ma- 
terial of interest in respect of neuropsychiatric dis- 
orders as to diagnosis, pathogenicity, therapeutic 
implementation, indications and mode of application. 

Among the topics considered appear the latest 
and most significant advances dealing with neuro- 
psychiatric disease processes, some of which will 
be mentioned because of the interest they evoke due 
to their importance. 

Polymyxin B therapy of meningitis following 
procedures on the CNS, the indications and use of 
Isoniazid; Salk’s recent reports on polio immuniza- 
tion; high incidence of amyotrophic lateral sclero- 
sis in the Marianas, suggestive of genetic etiological 
factors; the complexity of genetics in the etiology 
of other neuropathies, and further studies on gamma 
globulin content of CSF in multiple sclerosis and 
other neurologic diseases; studies upon the limbic 
system viewed as the principal integrative center of 
intero- and exteroceptive impulses; management of 
the emotional aspects of the medially and surgically 
ill patient; nor-epinephrine-like and epinephrine-like 
substances and elevation of blood pressure during 
acute stress; psychosomatics; military and medico- 
legal psychiatry; new drugs, their indications and 
contraindications in the treatment of neuropsychi- 
atric disorders; surgical occlusion of anterior cho- 
roidal artery in Parkinsonism and intracerebral in- 
jection of procaine into globus pallidus as selective 
method for the occlusal surgery; hibernation as sup- 
portive measure in treatment of severe skull in- 
juries, and pharmacologic description of the com- 
monly used phenothiazine derivatives, etc. . 

This is merely an attempted random sampling, by 
no means or to any degree inclusive of the miscel- 
lany covered in this volume. It is replete with op- 
portune information and will keep the busy practi- 
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tioner alert to what is currently taking place both 
at home and abroad and will systematize the ac- 
quirement of current information. 


BOOKS RECEIVED 


For readers’ attention, books received are descrip- 
tively identified. Selected reviews appear in ‘‘Book 
Reviews” section as space, interest and editorial 
commitments permit. 

PATHOLOGIC PHYSIOLOGY: Edited by William 
A. Sodeman, M.D., F.A.C.P. The Wm. Henderson 
Professor of the Prevention of Tropical and Semi- 
Tropical Diseases, Tulane University of Louisiana 
School of Medicine. Cloth. $11.50. Pp. 808 with 146 
figures and 30 tables. W. B. Saunders Company, 
West Washington Square, Philadelphia, Penna. 1950. 

CURRENT THERAPY 1955. Edited by Howard 
F. Conn, M.D., and other Consulting Editors. 
Cloth. $11.00. Pp. 692. W. B. Saunders Company, 
West Washington Square, Philadelphia, Penna. 1955. 

THE PRACTICE OF DYNAMIC PSYCHIATRY: 
By Jules H. Masserman, M.D., Professor of Neu- 
rology and Psychiatry, Northwestern University, 
Chicago, Ill. Cloth. $12.00. Pp. 790. W. B. Saunders 
Company, West Washington Square, Philadelphia, 
Penna. 1955. 

DISEASES OF METABOLISM: Edited by Gar- 
field G. Duncan, M.D., Director of Medical Division, 
Pennsylvania Hospital. Cloth. $15.00. Third Edition. 
Pp. 1179 with illustrations. W. B. Saunders Com- 
pany, West Washington Square, Philadelphia, Penna. 
1952. 

PERIPHERAL NERVE INJURIES: By Webb 
Haymaker, M.D., Chief, Neuropathology Section, 
Armed Forces Institute of Pathology, Washington, 
D.C., and Barnes Woodhall, M.D., Professor of Neu- 
rosurgery, Duke University School of Medicine, Dur- 
ham, N.C. Cloth. $7.00. Pp. 333 with 272 illustra- 
tions. Second Edition. W. B. Saunders Company, 
West Washington Square, Philadelphia, Penna. 1953. 

COMPARATIVE ANIMAL PHYSIOLOGY: By 
David W. Bishop, Professor of Physiology, Univer- 
sity of Massachusetts, and others. Cloth. $12.50. Pp. 
888 with 312 figures. W. B. Saunders Company, West 
Washington Square, Philadelphia, Penna. 1950. 

A TEXTBOOK OF MEDICINE: Edited by Russell 
L. Cecil, M.D., Sc.D. Professor of Clinical Medicine 
Emeritus, Cornell University, N. Y., and Robert F. 
Loeb, M.D., Sc.D. D. Hon. Causa, LL.D., Bard Pro- 
fessor of Medicine, Columbia University, N. Y., and 
Associate Editors. Cloth. $15.00. Pp. 1786 Ninth Edi- 
tion. W. B. Saunders Company, West Washington 
Square, Philadelphia, Penna. 1955. 

MANAGEMENT OF DISORDERS OF THE AU- 
TONOMIC NERVOUS SYSTEM: By Louis T. Pa- 
lumbo, M.D., Chief, Surgical Service, Veterans Ad- 
ministration Hospital, Des Moines. Cloth. $5.00. Pp. 
1786. Year Book Publishers, Inc., 200 E. Illinois St., 
Chicago, Ill. 1955. 
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Institute of Psychiatric Treatment 


Boston, Massachusetts 
September 29 and 30, October 1, 1955 


Under the direction of Leo Alexander, M.D., Robert Arnot, M.D. 


Thursday, September 29, 1955 


9:00 Combined psychologic-physiologic treatment 
of Mental Disorder—Neurophysiologic Foun- 
dation. 

Robert Arnot, M.D 
Boston 


10:00 Clinical Demonstrations: 

1. Electroshock with special emphasis on re- 
laxation by succinylcholine chloride (Anec- 
tine). 

. Nonconvulsive treatment. 

. Combined convulsive-nonconvulsive treat- 
ment of 2 minutes’ duration (shock-coun- 
tershock technique). 

Leo Alexander, M.D. 
Irving E. Gilbert, M.D. 
Boston 


bo 


i) 


Summary and question period. 

Group ‘discussion at lunch. 
TOPIC: Experiences in treating schizo- 
phrenia. 


—_ _ 
ww 
ss 


Moderator: Robert Arnot, M.D. 


Symposium and Group Discussion on New 
Drugs Including Thorazine and Reserpine 


2:00 Clinical Physiology of Reserpine. 
Robert W. Wilkins, M.D. 
Boston 


3:00 Clinical Physiology of Thorazine. 
Dale G. Friend, M.D. 
Boston 


4:00 The Use of Thorazine and Reserpine in Psy- 
chiatric Practice. 

Milton Greenblatt, M.D. 

Walter Mann, M.D. 

Boston 


8:30 Meeting at Harvard Club. 
Report of Discussion Groups. 


Friday, September 30, 1955 


9:00 Anxiety as a Symptom and as Etiology; The 
Concept of the Vicious Circle. 

Irving M. Rosen, M.D. 

Boston 


10:00 Clinical Demonstration: 
Electronarcosis. 
Esther Bogen Tietz, M.D. 
Los Angeles 


11 


12 


200 


:00 


12: 


730 


Treatment exercises by participants under 
supervision. 
Summary and question period. 
Group Discussion at lunch. 
TOPIC: Experiences in treating Anxiety, 
Moderator: Robert Arnot, M.D, 


Symposium on Patient Management and 


Rehabilitation 


2:00 Management of the Hospital Community. 


~? 
. 


10: 


:00 


:00 


:00 


00 


2:00 
2:30 


Robert W. Hyde, M.D, 
Boston 

Rehabilitation—Early and Late. 
Walter E. Barton, M.D, 
Boston 
Management of the Office Patient and his 
Family in Private Practice. Rehabilitation in 

Office Practice. 

Merrill Moore, M.D, 
Boston 


Dinner, Harvard Club. 
Report of Discussion Groups. 


Saturday, October 1, 1955 


Treatment of Mental Disorder—Rationale and 
Indications, Integration of Physical Treat- 
ment with Dynamic Psychotherapy. 
Leo Alexander, M.D. 
Clinical Demonstration: 
Electric Coma. 
Brian C. Campden-Main, M.D. 
Petersburg, Virginia 
Treatment exercises by participants under su- 
pervision. 
Leo Alexander, M.D. 
Samuel E. White, M.D. 
Boston 


Summary and question period. 
Luncheon. 


Symposium and Group Discussion on 


Psychotherapy 


2:00 Psychotherapy. 


Hans Lowenbach, M.D. 
Durham, North Carolina 


3:00 Analytic Psychotherapy of the Psychoses. 


John N. Rosen, M.D. 
New York 


4:00 Group Discussion and Summary. 


All clinical sessions will be held at the Reception Building of the Boston State Hospital. 
A bus will leave the Forest Hills rapid transit station at 8:45 a.m. and return at 5:15 p.m. Taxicabs are 


also available. 
Lunch will be served for the group at the hospital. 


For hotel reservations write Parker House where rooms have been set aside. 


Registration fee $35.00. 


Address correspondence to 433 Marlborough St., Boston. 
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